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: SUMMARY STATEMENT OF DEFICIENGIES ' D ' PROVIDER'S PLAN OF CORRECTION {X5)
1%.2;5( : (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFE | (EACH CORRECTIVE ASTION SHOULD BE _ GOM;’:T?D"
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION} : TAG i CROSES-REFERENCER TO THE APPROFRIATE]
: : I DEFICIENCY)
[ : : ]
F 309, 483.25 PROVIDE CARE/SERVICES FOR { F309; This plan of correction is submittadj 10/19/2612
$8=D; HIGHEST WELL BEING o and required inder Federal and Stat
i i l regulations and statntes applicable
i

: Each resident must receive and the facility must

: to long term care providers. The
i Provide the necessary care and services tolattain |

| ; plan of correction does not
i or maintain the highest practi¢akle physical ! : constitute an admission of liability ;
{ ental, and psychosgacial well-baing, in i : on the part of the facility and such i
- Bccordance with the comprehknsive asses$ment : lability is hereby specifically

denied. The submission of this plan
of correction does not copstitute
agreement by the facility that the
surveyor’s findings or conclusions
are accurate, that the findings

: and plan of care. 5
! |
" |
|
. This REQUIREMENT i ot met as evidenged

by: _ ! constitute a deficiency, or that the
. Based on medical record revig;w, fagility palicy SCOpe OF severity regarding any of

|
{
I
i
: feview, and interview the facilily failed to assure the deficiencies cited is correctly
{ Consistent dialysis care for on residant# 95 of | applied.
; thirty-four residents reviewed ih stage 2. ; ;
g
i

The findings revealed: K309

Resident #95 was admitted 1o the facility on ;

L. Resident #95 received nursi
 August 18, 2009, with dlagnosis including Chranic | b

assessment pre and post dialysis on

! : Kidney Diseasa, Diabetes Melljtus, and Anemia. , September 22, 2012
I 1
f - . ; i
! Record review of the tesident gare plan datad ; 2. Other residents receiving dialysis
August 20, 2012, reveajed ", ialysis 3 (three i were reviewed by the nmgursingitaff
! times a week..." Medical recort review of the ! i and assessments completed as
| facility PRE/POST Dialysis Chdoklist (includihg | required.
; vital signs before and after transport, moniter !
: shunt site, and weight before ahd after dlalysis) !
! dated from May 5, 2012 to Sepbember 14, 2012, | : ;
. revealed the pre and post dialygis checklist was - .
: only completed five timas, ;
. Record review of the faclitty Dialysis policy
: tevealed, “...the dialysis residertt shal receive i
; consistent care pre and post.didlyss. . ” ;
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIG;‘MTURE ' TITLE (4) DATE
74 Execihive Direcdo

ny deficlelfcy statement endin Jvith an asterisk () denctes a deficiency which the institutian may be excused from co
her safeguards provide sufficient pratectien to the patiants, (See instuctions.) Except for nursing homes, the finding
llowing the date of survay whethar of not a plan of ¢ Frection I5 provided. For hursing homes, Ihe abave findings and plans of camection are di
ys fallowlng the date these documenis are made avaituble to the facliity. If deficiencles ara cited, an approved plan of correction is requisite to
ogram participation, L
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§$8=D | RESOURCES-ARRANGE/A

RMNT |

| If the facility does not employ|a qualified |

{ professional person to furhish a specific sefvice
i to be provided by the facility, the facility must

; have that servics fumished tol residents by 2

| PETSOn ar agency outside the [facility under an

; amangement described in sedtion 1861(w) bf the
; Act or an agreement described in paragraph (h)
; (2) of this sectiop. |

! ! )
i Arrangements as described i section 1861(w) of
: the Act of agreements pertaining to services .i
; fumished by outside resources must specify in
i writing that the facility assumes responsibility for
, Obtaining services that meet professional |

: standards and principles that pRly to I
; professionals providing services in such a facility; ;

; and the limeliness of the servites. |

] randoim audits of dialysis pre and
post checklists at least three times a

: week for four weeks, then at least

| weeldy for three months to ensuze

| continued corppliance.

I

i

i The Director of Nursing will report
vl pre and post dialysis checklist audits
4 monthly to the Quality Assurance
Committee for 3 months, The
Exeeutive Director will monitor this

compliance.
i F500
1. Facility received the Dialysis

Information Transfer form. for
resident #93 on Septemnber 22, 2012,

process monthly to ensure sontinued,

CENTERS FOR MEDICARE & MEDI
STATEMENT OF DEFICIENCIES () PROVIDER/SUPPLIERVCLIA {2 MULTIPLE CONSTRUCTION ey DAjE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
445380 8. WING 09/19/2012
NAME OF PROVIDER OR SUPPUER . STREGT ADDRESS, CITY, STATE, ZIP CODE
i 5798 HIXSON HOME PLACE .
c
LIFE CARE CENTER OF HIXSON HIXSON, TN 37343
in - SUMMARY STATEMENT OF PEFICIENCIES : o PROVIDER'S PLAN OF CORRECTICN (X8)
%2]:& ' {EACH DEFICIENCY MUST BE PRECEDED BY FULLL . PREFI¥ (EACH CORRECTIVE ACTION SHOULD BE COM&LE'QN
TAG REGULATORY OR LSC lDENTlFYTNG INFORMATION} . TAG |  CROBS-REFERENGED TO THE APFROPRIATE
; i DEFICIENCY)
F 309, Continued From page, 1 . | F309] 3. 7TheStaff Development Coordinator
. Interview on September 19, 2012, at 10:10.a.m., . i conducted an educational in-service
: at the 300 hall nurse's station| with the Director of | to the nursing staff regarding the
: Nursing and Nurse Consuitarit #2 confirmed the | [ importance of providing pre and
. fé_lcility failed to provide consistent pre and post : post assessments to residents
, dialysis care for resident #95, i =; a receiving dialysis. The Director of
F 500} 483.75¢h) OUTSIDE PROFESSIONAL ! F 500, Nursing or designee will conduct 10/19/2012
i

. . ‘ 2. The nursing admipistration staff
: g’hls REQUIREMENT is not met as evidenced inspected otgher residents receiving
- . i : : dialysis carc and the Information
. Based on medical record review and interview, ; | Tra:sfer fom;.;l are being completed.
; the facility failed to assure comrmunication ! ! ! e
: between the facitity and the diglysis cefter for one | i
i resident #95 of thirty-four residents reviewed in | ]
i stage 2. : !
i : i
 The findings revealed; E
i !
! Resident #95 was admitted to the facility on : ; |
“ORM CMS-2567(02-45) Prevlous Versions Obsalete Event I0): EZT@11 Faclity 1D; TN2305 if continuation shast Page 2 of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FgEM APPROVED
CENTERS FOR MEDICARE & MEDIQAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIE! Tl N N m:‘te SURVEY
AND PLAKN OF CORRECTICN "y msn\;lr FICATION NUI\?'B?#.\ V2 MULTIPLE CONSTRUCTIO M)COI\ PLETED
A. BUILDING
445380 B WING __09/19/2012
NAME QF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP ODE
LIFE CARE CENTER OF HIXSON 5708 HIXSON HOME PLACE
OFH HIXSON, TN 37343
x4 ' SUMMARY STATEMENT OF |DEFICIENCIES | i PROVIDER'S PLAN OF CORRECTION x5)
PREFIX, ! {EACH DEFICIENCGY MUST BE PRECEDED BY FULL " PREEI% ; {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFY(NG INFORMATIGN) ;o TAG ! CROSS-REFERENCED TO THEAPPROPRIATH |  DATE
' H DEFICIENCY) ;
! : !
F 500 | Continued From page 2 © F800, 3. The Staff Development Coordinatos
; August 18, 2008, with diagnosis including Chronic i conducted an educational in-service
; Kidney Disease, Diahetes Mallitus, and An}emia_ : to the nursing staff regarding the
i : : importance of receiving the Dialysig
' Record review of the residenf care plan dated . Information Transfer forms from the
| {\ug ust 20, 2012, revealed . Dialysis 3 (thj ae) | i dialysis center. Executive ditector
times a we_zek. " Medical record review revealed | ; educated the administrator of the
: onily six Dialysis Information Transfer Farmis ’ i Dialysis Clinic Inc. on the
| provided by the dialysis center in the jast four | g importance of sending the form to
- months. ' : the facility,
] . ; . The Director of Nursing or designee|
i Interview on September 18, 2012, at 3:03 pm., i will conduct random Dialysis
i with Charge Nurse #1 and C arge Nurse #2, at | [ Information Transfer Form audits at
; the 100 hall nurse's desk revqaled the dialysis | ! least threz times a week for four
j center p_oas not always send {nrformation back to J i weeks, then weekly for three month
t the facility, : i 10 ensurc continued compliance.
; ‘ ]
; Interview on September 18, 2012, at 3:31 pm, ! i 4. The Director of Nursing will report
| with the Dlre:;tlur of Nursing and Nurse Congultant I i Dialysis Information Transfer form
[#1, in the facility conference riom, confimed the ! audfts monthly to the Quality
; facility failed to ensure commiinication with the ; | Assurmnce Commitres for three
; dialysizs ¢enter. i ; months. The Executive Director will
F 514 | 483.75(1)(1) RES F 514! maonitor this process monthly to
8= EEECORDS-COMPLETEfACCURATEfACC ESSIB | | ensure continued compliance. 11071972012
H i H
| ! i
i i . | ;
: The facility must maintain clinical records on each : t o F514 !
: resident in aceordance with adcepted professional: ? !
 Standards and practices that ise complete; : i 1. Resident #126 was discharged from
- 8couralely documented; readily accessible: and ; ! the facility on Tune 25, 2012,
 systematically organized, : ?
N : | 2. All other residents receiving ERN
{ The clinical fecord must contain sufficignt i controlled substances wevr:lfudif.ed
qum'lafllﬂﬂ to identify the resident; a record lof the | | by the nursing administration staff
. resident's assessments; the plan of care ane ! i and all ars i compliance.
: Services provided; the results df any i I
| Preadmission screening conducted by the State; | %
1 and progress notes. i 5
f L
“ORM CMS-2567(02-99) Previous Versions Obsoleta Event ID: EZTG1T1 Fadlity 1D: TN3205 If continuation sheat Page 3 of 5




@6/12
939/28/2812 11:18 4238420068 LCCH_OFFICE PAGE

i PRINTED: 00/20/2012
1
DEPARTMENT OF HEALTH AND HUMAN SERVICES DM};O:}&%I;I;I;?D\QM
. CENTERS FOR MEDICARE & MEDIGAID SERVICES DAz SURVEY
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIC|1A {X2) MULTIPLE CONSTRUCTION (X3 DATE SURYT
AND PLAK OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
445380 B. WING 65/19/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, 2iF CODE
5798 HIXSON HOME PLACE
LIFE CARE CENTER QOF HIXSON HIXSON, TN 37343
‘ ' ! PROVIBER'S PLAN OF CORRECTION {x5)
X&Ho SUMMARY STATEMENT OF DEFICIENCIES . b ! A AN O CORRECTION coMbon
PREFIX - (EAGH DEFICIENCY MUST BE PREGEDED 8Y FULL ;. PREFIX i { RIATE DATE
TAG ; REGULATORY OR LSC IDENTIFYING INFORMATICIN) TAG : caoss—REFEREggEE'TE?!cT%E APPROP
: i !
F 514 Qontinued From page 3 . F 514i 3. The Staff Development Coordinatoy
: . conducted an edueational in-service
| This REQUIREMENT is not et as evidefieed , X to the nurses regarding the
i by: ’ i T importance of initialing medication
: Based on medical record review and inferview, | ; adwministration records when
{ the facility failed {0 ensure an) accurate medical | : administering medications.
- fecord for one (#126) of thirty-four residents i The Director of Nursing or designeg
i reviewed in stage 2. : will conduct random audits at least X
: ; ; three fimes & week for four weeks of
| The findings included: ! i medication administration records,
: - § ; then weekdy for thres months to
i Resident #126 was admitted o the facility on April ; k ensire continued compliance.
- 27, 2012, with diagnoses incl ding Cangestive j .! o
; Heart Failurg, Atrizg| Fibrillatio%. Hypertension, and ; i 4. The Djrector ofNur?.mg will report
: was discharged from the facility on June 2 ), : i findings to the Quality Assurapce
: 2012, o 5 . Committe¢ for three months, The

: oo ' ;‘ Executive Director will monitor this
: Medical record review of the Gontrolled | process monthly to ensure continued
: Substance Record dated April 28, 2012, revealed | compliance.
: Hydrocadane/Acetarminophen 5 mg (milligram) |
326 mg one tablet was initialéd as administersd :

T on April 28, 2012, at 9:45 p.m

: Medical record review of the Medication i
. Administration Record dated April 28, 2012 ;
 revealed no initials indicating the
; Hydrocadone/Acetaminophen|s mygl326 myg tablet _
: had been administered to the fesident.on April ’ ;
I 28,2012, ;

F Medical recond review of the Qontrolied = i
: Substance Record dated April}28, 2012, revealed !
| Diazepam 2 mg tablet was initlaled as
. administerad on May 2, 2012, gt 10:00 p.ro.

 Medical record review of the Medication =+ . ;
_ Administration Record dated ay 2, 2012, ;
" revealed no initials indicating the Diazapam 2 mg ; :
| tablet had been administered th the residenton
' | t
FORM CMS-2567((2-09) Previous Verslons Obsolete Event IR EZTG11
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AND PLAN OF CORRECTION IDENTHFCATION NUMBER: COMPLETED
A BUILDING
445380 8. WING 01912012
NAME OF PROVIDER OR S8UPPUER STREET ADDRESS, CITY, STATE, 2IP CODE
§798 HIXSON HOME PLACE
LIFE C NTER
ARE CE OF HIXSON HIXSON, TN 37343
5 SUMMARY STATEMENT OF DEFICIENCIES : D ! PROVIDER'S PLAN OF CORRECTION i (%5)
;(:)é‘g;& . (EAGH DEFISIENCY MUST BE PRECEDED 8Y FULL | PREFIX ! (EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR L& IDENTIFYING INFORMATION) Potag | CROSS-REFERENCED TO THE APPROPRIATH DATE
; DEFICIENCY)
; i
F 514 . Continued From page 4 : F 514;
: May 2, 2012. :
| Interview on September 19, 2012, at 9:26 a.m., .
j with Licensed Practical Nursg {LPN) #1, atthe E
! nursing station, confirmed LBN #1 failed to) : ;
: documant the administration pf the medication on
| the Medication Administratiorl Record. ;
! i
| - | :
| ]
; !
a s
i .!
| ! i
3 ! !
| i
: ' !
i ; Q
: i ;
i i !
; 3 i
? !
i
j
i : i
i
; i i
: !
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